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State: Washington

TRANSFER OF ASSETS

6. Penalty period for amounts of transfer less than cost of nursing facility care

a. Where the amount of the transfer is less than the monthly cost of nursing facility
care, the agency:
Does not impose a penalty;

XX Imposes a penalty for less than a full month, based on the proportion of
the agency’s private nursing facility rate that was transferred.

b. Where an individual makes a series of transfers, each less than the private
nursing facility rate for a month, the agency:

Does not impose a penalty;

XX Imposes a series of penalties, each for less than a full month.

7. Transfers made so that penalty periods would overlap

The agency:

_ Totals the value of all assets transferred to produce a single penalty
period;

XX Calculates the individual penalty periods and imposes them sequentially.

8. Transfers made so that penalty periods would not overlap
The agency:

XX Assigns each transfer its own penalty period;

Uses the method outlined below:
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